Pain-Induced Psychological Stress: A Barrier To Wound Healing
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INTRODUCTION Pain-Induced Psychological Stress Delays Holistic Management of
Pain is a common experience for people with chronic wounds.'? The pain can be a result of underlying pathologies and/or trauma WOU nd Healing: A Hyp()theSiS Ch rOniC WOU nd Pain
associated with wound care interventions, e.g. dressing changes.* The intensity of wound-related pain can have a deleterious effect
on physical functioning, cause psychological stress and reduce the quality of everyday living for patients.®” Minimising trauma and pain
should be a key objective in the care of patients with chronic wounds but this is not always s0.° There is evidence that psychological CHRONIC WOUND FAINIS ANACCERTED FEATURE OF CHRONIE WOSNDS
distress delays wound healing' and it is reasonable to hypothesise that reducing psychological stress by minimising pain will improve (e.g. VENOUS LEG ULCER]} ‘
chronic wound healing.
J - Treating the underlying pathology Is effective but may be
Pain Is an accepted feature P}?'n tlS atfreq.?hen:]symptom . difficult, if not impossible. Therefore means of alleviating
of chronic wounds of patients with chronic wounds, . . L o
AIMS ACUTE/CHRON|C PAIN and contributes to suffering wou.nd.paln are required. Eliminating infection i1s also
and reduced quality of lite a priority.
This poster outlines the results of a review of the evidence In support of the hypothesis that the healing of chronic wounds can be Im- Nocioceptive pain - normal response Dain ic the svmptorm that patiente ‘
oroved by reducing pain-induced psychological stress. It also highlights the importance of taking measures to minimise wound-related to painful stimuli, generally localised with Chmmcywo%nds . Enost A regimen for relieving pain and stress should be
nain. to the wound distressing. Dressing changes are developed for individual patients. eg. analgesics and/or
the most frequently cited cause psychological and other non-drug therapies
NOCIOCEPTIVE NEUROPATHIC S e
METHODS N thi in - d t ronic paln Is unretenting, 1T 1S ‘ ‘ ‘
PAIN PAIN =HTORAE Pl = BHE 10 RETHE likely that stress, environmental and

damage or dysfunction in central

. , _ , , . , affective factors may be : : .
Bibliographic databases [MEDLINE, National Library of Medicine, Bethesda, USA; EMBASE, Elsevier BV, Amsterdam, Netherlands) nervous system superimposed on t%/e Sain arising brug therapies  Psychological [c\lhoer:’ad::g
and wound care-related journals were searched for relevant published data. from the original damaged tissue i
?nrlgncsoitn;rlbute o its persistence and Analgesics Cognitive Reduce anxiety
| - | | behavioural during dressing
RESULTS AND DISCUSSION PERSISTENT PAIN Persistent pain is very distressing - o therapy procedures
and causes psychological problems taln.ass.eds.sm.entrlst SISt :
o . . step in aiding in the managemen - . .
The key findings of the literature review are: ‘ and treatment of the patient Opioids - quick Relaxation Choose appro-
acting but techniques priate dressings
Wound_related paln |S known to be 9 StreSSOr.H_m PSYCHOLOGICAL STRESS BiOChemical Processes affeCtedZ Key e[ements Of pain assessment: prOblematIC that:
_ . o L . . . . o : : Local Hypnosis 1. promote moist
“vidence from a number of clinical studies indicates that psychological stress has an adverse effect on wound healing and tissue re- ‘ ncrease in cortisol . ?Nhet” ane for,hfwtllong naesthetics — o \F/)vound healing
: : : : : : : : ° ' ' acute or persisientj.
pair,’ ' and that dysregulation of immune function and the resultant depression of pro-inflammmatory cytokines are involved.'®" mmune function dysreg“lat'.on : doubtful TENS
STRESS HAS AN EFFECT ON | evels of iInflammatory cytokines - { pain [nocicept efficacy
. . o . . . . lype of pain (nociceptive or 2. do not dry out
Clinical evidence of an association between pain and delayed wound healing exists.?’ PHYSIOLOGICAL AND and enzymes affectec neuropathic]
BIOCHEMICAL RESPONSES NSAIDS - Acupuncture, 3. stay in situ longer
Wound-related pain i1s undoubtedly a major contributor to psychological stress, and minimising pain on an individual patient basis - Severity lusing an established littte Sf“i"gytheal['”g'
should be a key priority in wound management. rating scale] supportive SITACHIoN €9 4 do not leak
data music), prayer
. o . . . Fvidence t t stress del “Impact of pain on the patient etc
Dressing changes are the most frequent cause of pain in wound management, and particular attention should be given to the use of DELAYED WOUND h\e’;l.enm?n(;:“tzpog Sn;iss =Ly MPatt O palil on th patien f-prevendt traduma
. . .. . . . . | | ute wou :
dressing regimes that minimise the risk of trauma to the wound and peri-wound skin.?-? HEALING RESPONSE ’ Eactors which increase of sz:\;gl::diig o
' e Punch biopsies decrease pain
e Blisters . . ‘
CONCLUSIONS « Surgical wounds . Relief rating: eg assessment
DELAYED WOUND HEALING CAN o Skin Stripping of post analgesia Drehssirlmgs wfitf:f?a{)etac@) spft .silichonehadhelsive
There is a substantial body of evidence to support the hypothesis that chronic wound healing can be improved by minimising pain-in- . . o technology Tfulfil these criteria, they have low
. . hological y Clinici lcg)p " N lYp. n N gf n . P q .y eludi ghp l OCCUR AS A DIRECT RESULT OF * Inguinal repair . ldentification of treatmentrelated peel strengths to reduce damage, are designated
.Uce pSyC .O oglca. stress. Llinicians SWOL.J take a O. |§tIC approach to t .e.m‘:anage.ment of chronic wouna pain, Including the selec- PSYCHOLOGICAL STRESS e Gastric bypass surgery adverse side effects atraumatic and are the first choice for preventing
tion of dressing regimes that are atraumatic and are clinically proven to minimise pain wound trauma

at dressing change.
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